There was offensive purulent discharge from both ears, and complete flaccid paralysis of the right side of the face. He complained of great pain in the right occipital region and vertex, on the right side of the middle line.
J. W., AGED 49, a labourer, was admitted to the Sheffield Royal Hospital from the out-patient department on November 10, 1909. He was extremely deaf, and had to be communicated with by writing. There was offensive purulent discharge from both ears, and complete flaccid paralysis of the right side of the face. He complained of great pain in the right occipital region and vertex, on the right side of the middle line.
The history was difficult to obtain owing to the patient's deafness. He dated the beginning of his ear troubles to a fall on his head sixteen years previously. He was unconscious for about an hour after the accident. He thinks there was no discharge of blood from the ears. He believes he was slightly deaf in the right ear before the accident. About three months later he noticed that he was more deaf on the right side, and he began to have a discharge from the right ear. He does not know when the discharge from the left ear began. The face became " drawn " thirteen years ago, when he had an attack of pain in the right ear. He has had attacks of pain from time to time, but the pain has been much worse during the last two months.
November 10, 1909. Right ear: Profuse offensive, thin, bloodstained discharge from the ear. The depth of the meatuw is filled with granulations; a probe passed into the meatus enters a cavity beyond, causing pus to well up between the granulations. The right ear appears to be absolutely deaf. A tuning fork (C1) struck loudly is heard for a few seconds when placed on the mastoid, probably by conduction to the opposite side. Left ear: Profuse purulent discharge. The inner tympanic wall can be seen through a large perforation in the membrana tympani. He can occasionally catch a word if one shouts loudly close to the ear. Bone conduction (C1) is lengthened five seconds. Vestibular reaction: Rotatory-right ear absent, left ear present (? twenty seconds after ten rotations in twenty seconds) ; Caloric-right ear absent, left ear well marked; appeared after 25 seconds' irrigation and lasted 115 seconds after one-minute irrigations with water at 70 F. Gait quite steady. No Romberg symptom. Jumps backwards with eyes closed without staggering afterwards.
Operation (November 11) on the right ear. Usual mastoid incision.
Mastoid cortex very dense, i in. thick. As soon as the cortex was penetrated by the chisel, very offensive pus welled up under pressure.
Removal of the cortex exposed a large cavity filled with decomposing cholesteatoma, partly laminated, but mostly pultaceous, mixed with pus and small sequestra. The posterior wall of the osseous meatus was chiselled away, exposing the tympanic cavity. The inner tympanic wall was much eroded, and all the bone posterior to the antrum had been absorbed, leaving a large opening into the sinus groove and posterior fossa. The facial canal could not be identified. An open vertical groove on the inner wall of the aditus was probably the remains of the superior semicircular canal. The vestibule, the facial canal, and the external semicircular canal had apparently entirely disappeared. Posteriorly the dura mater and sigmoid sinus was pushed backwards by a mass of cholesteatoma which had invaded the posterior fossa. The resulting cavity extended in a downward, inward, and forward direction towards the base of the skull, in which direction a probe could be passed into the depth of the wound 7T5 cm. from the surface of the mastoid. The dura mater was much thickened, and the sigmoid sinus appeared to be entirely obliterated down to the jugular foramen. A large meatal flap was made, and the mastoid wound closed. The cavity was packed with gauze through the meatal wound. The large cavity, with its rigid wall of bone and thickened dura mater,'filled up very slowly. Injections of Carl Beck's bismuth wax were made into the post-aural cavity on January 11 and 25 and March 1. He has been free from pain since about a week after the operation. The post-aural cavity is nearly obliterated, there being only a small amount of discharge daily. The hearing of the left ear has much improved under regular cleansing. It is possible to make him understand anything that is said to him by shouting.
CASE II.
C. R., aged 18, was admitted to the Sheffield Royal Hospital, December 14, 1909. Profuse discharge of somewhat offensive pus from the left ear, some headache, and complete left-sided facial paralysis.
Discharge from the ear began after measles in early childhood. Thirteen years ago she had a mastoid operation performed (not by reporter). A certain amount of discharge has continued ever since. The face began to be " drawn" eight weeks before admission, and a few days later she had some pain in the ear. The discharge had ceased, but began again a few days later, and the pain was relieved, though she had some headache.
Examination of the left ear shows the meatus to be narrowed to a mere sinus half an inch within the orifice. In the scar of the old mastoid wound is a small sinus discharging a little pus. There is complete paralysis of the left side of the face, but none of the soft palate or uvula.
Operation, December 15: Mastoid exposed through the old scar. The sinus led into a large cavity, the expanded antrum and tympanum in one. There was a free opening posteriorly into the sigmoid sinus groove. The whole cavity was filled with laminated, firm cholesteatoma, and a certain amount of pus. The cavity in the mastoid was fully exposed by removal of further portions of the mastoid cortex, and the groove for the sigmoid sinus was freely opened up. The inner tympanic wall was covered with firm, organized granulation tissue, so that the details of its condition could not be made out. The deeper meatus was partially lined with skin, the desquamating epithelium from which had no doubt given rise to the cholesteatoma, its escape from the ear being cut off by the contraction of the meatus. The point at which the facial nerve was being compressed could not be made out. No opening in the facial canal could be detected.
The sigmoid sinus groove was entirely filled with cholesteatoma, and the sinus itself obliterated. The cholesteatoma was removed by lifting it out of its bed gently with a blunt spoon. The last portion to be removed filled the lowest portion of the groove in the neighbourhood of the jugular foramen. As it was being lifted out a great gush of venous blood welled up, showing unmnistakably that the sinus had been opened. The haemorrhage was immediately controlled by plugging. All remnants of skin were curetted out from the tympanum and deep part of the meatus, and the mastoid wound left open and packed, with the object of obtaining obliteration of the whole cavity. Smart haemorrhage occurred from the sinus when the packing was removed two days later, and was again arrested by packing.
When the cavity was granulating, hearing and vestibular tests were carried out, with the following results: Left ear-mastoid,  Second operation, February 2, 1910: No improvement having taken place in the facial paralysis, it was decided to do Alt's operation. The facial nerve was exposed at the stylo-mastoid foramen, and by chiselling away the overlying bone was traced upwards as far as the inner tympanic wall, where it merged in a mass of scar-tissue. Erosion of the inner tympanic wall had taken place at this point, destroying the nerve and probably also the vestibule. The scar-tissue was scraped away, and the exposed nerve covered with a fragment of gold leaf, over which a piece of rubber tissue was laid. It was hoped that new nerve fibrils from the proximal end of the nerve might find their way to the exposed distal end. Up to the present no improvement in the facial paralysis has taken place. The mastoid wound has healed, and the auditory meatus is closed l in. from its orifice.
Malignant Growth of the Right Temporal Bone, with Extension through the External Meatus, resembling an Aural Polypus.
By P. WATSON WILLIAMS, M.D.
W. W., MALE, aged 57, was referred to my aural clinic at the Bristol Royal Infirmary by Dr. Rattray, of Frome, with a polypoid growth protruding from the right external auditory meatus. Its surface was. black from congealed blood, an attempt having been made to snare the. polypus by Dr. Rattray.
History: The patient first noticed increasing deafness in May, 1909, and, thinking it was due to wax, tried olive-oil drops. No noticeable development occurred till August, when he began to suffer from pains in the head and giddiness, which prevented him working. In September he discovered a small, smooth swelling in the head, in October a lump over the left fifth rib, and in November a swelling on the right buttock.
